The patient (P. McD. London Hospital No. 165416 ), a 21-year-old woman, first attended the Radiotherapy Department in October 1967 with a history of abdominal pain for one year and of sweating and sciatica for three months. On examination there was cervical adenopathy.
Radiographs of the chest showed a mediastinal mass. Supraclavicular lymph node biopsy revealed diffuse fibrous Hodgkin's tissue. A course of 220 kV irradiation was given to the mediastinum, neck, and axillae with a tumour dose of 2,500 r in 15 treatments over 20 days. In April 1968 collapse of the left lung occurred due to obstruction of the left main bronchus; a further course of irradiation relieved her dyspnoea. During an admission in May 1968, with dysphagia due to pharyngeal moniliasis, the patient suffered an episode of focal sensory epilepsy in which tingling occurred in the left hand spreading to the whole limb within seconds; for 10 minutes subsequently there was numbness and for 24 hours, weakness of this limb. In June 1968 a left-sided focal attack occurred, this time motor, affecting the face then upper limb with a Jacksonian march, followed by loss of consciousness. An electroencephalogram suggested a right fronto-parietal lesion. A gamma-encephalogram (GEG) was performed using 10 mC Technetium-99m with automatic continuous brain scanning; this showed a superficial circumscribed fronto-parietal lesion, approximately 3 cm in diameter (Figs. la and b). The patient was given phenobarbitone and had no further attacks. In view of the widespread disease, she was treated by antimitotic drugs (procarbazine, cyclophosphamide), but her respiratory condition continued to deteriorate and she died in August 1968. Necropsy (No. 229/68) showed involvement of the mediastinum, lungs, spleen and bone marrow as well as of lymph nodes. There was a 3 cm subdural deposit resulting in a depression in the right parietal region of the brain (Figs. 2 and 3) ; macroscopically it resembled a meningioma. Neither bone nor brain was invaded. Histological examination of this deposit showed diffuse fibrous Hodgkin's tissue, as in the earlier biopsy, with small numbers of Reed-Steinberg cells and scanty lymphocytes (Fig. 4) .
DISCUSSION
The published reports of intracranial deposits of Hodgkin's disease have used the classification of Jackson and Parker (1944) . This comprises paragranuloma (which does not involve the nervous system), granuloma (producing intracranial metastases in less than 0.5 % of cases), and sarcoma (which may occur as a primary mesenchymal brain tumour). While the value of this classification is limited by most cases falling into the granuloma group, the more detailed one of Lukes and Butler (1966) is often hard to apply, due to variation within a single lesion. The histology in our case is to some extent non-specific, being found terminally in many. Regardless of which classification is used, intracranial metastasis is rare, the present case being the only verified one in 210 cases attending the London Hospital over a period of 10 years (a further case had 313 Ljungdahl, Strang, and Tovi (1965) suggested that intracerebral and those subdural deposits not attached to bone might be haematogenous, implying that non-viability of most tumour emboli might explain both the rarity of deposits and the occurrence of episodes without necropsy findings. The clinical picture of metastasis is unlike that of the progressive multifocal leucoencephalopathy which may accompany the reticuloses and which is probably due to viral action allowed by reduced immunological reactivity (Richardson, 1961; Howatson, Nagai, and Zu Rhein, 1965) Richardson (1958) . The uptake by tissues of radioactive isotopes is dependent on factors such as vascularity and permeability, the latter being the more obscure in tumours, with possibly an active cellular component (Planiol, 1966 There should be no fatalistic preconceptions about the management of a patient with a reticulosis in whom intracranial tumour is suspected; this applies to malignant disease as a whole but needs stressing in a condition in which the course is unpredictable and intracranial metastasis exceptional. The tumour in one case of Todd's (1967) proved to be a coincidental meningioma. The unique case of Ljungdahl et al. (1965) of solitary intracerebral metastasis occurred in a woman whose Hodgkin's disease was otherwise in remission; the patient remained well three years after operation and radiotherapy. Gaelen and Levitan (1967) reported the removal of a subdural mass, shown by GEG and contrast radiography; the patient was alive nine months later. A case described by Verity (1968) also had contrast studies after a positive GEG and remained well over a year after operation. In each case there had been a history of progressive focal sensory disturbance for some months. Thus surgery with radiotherapy should be considered rather than radiotherapy alone on a presumptive diagnosis, even though the latter course may result in improvement, as reported by Hunt, Bouroncle, and Meagher (1959) . In the present case, we would certainly have proceeded to angiography with a view to exploration had the general condition of the patient warranted this, the more so on account of the similarity of the deposit to a meningioma, symptomatically and on GEG-and, ultimately, on 
